'Effaced bilateral retromaxillary fat pad sign' in bilateral masseter and temporalis muscle hypertrophy temporalis muscle. The retromaxillary fat pad was effaced due to hypertrophy of the masseter and temporalis muscle [ Figure 1a ]. Possibility of idiopathic bilateral masseter and temporalis hypertrophy was diagnosed. Botulinum toxin injection was administered in the left temporalis muscle (symptomatic side) and the patient was also prescribed a shortterm course of antianxiety medications.
We report a case of unusual unilateral temporal headache as an initial presentation, where the jaw swelling was not noticed by either the patient or her relatives.While painful unilateral [1] as well as bilateral [2] temporalis muscle enlargement has been previously described, bilateral masseter and temporalis muscle hypertrophy presenting as headache has not been previously reported. MRI is a useful confirmatory test. Unilateral hypertrophy is easy to detect on imaging; [3] however, reliable detection of bilateral hypertrophy is difficult. The "symmetric effacement of bilateral retromaxillary fat pad sign" is a useful and reliable sign of bilateral masseter and temporalis muscle hypertrophy.
Sir, Idiopathic bilateral masseter and temporalis muscle hypertrophy is a rare cause of unilateral headache. The condition is typically seen in the second to fourth decade of life. The usual presentation is that of painless swelling of the jaws and temporal regions, while cosmetic concern is common in females. Many patients deny the history of anxiety/bruxism.
A 38-year-old-female patient presented with a left temporal region swelling and headache of 8 year duration. She had no other comorbidities, no history of stress/anxiety, ear pain, and dental malocclusion. The systemic examination was normal, and no dental abnormalities were seen. Local examination revealed hypertrophied bilateral masseter (R>L) and bilateral temporalis muscles (L>R). Her routine blood investigation including erythrocytic sedimentation rate was within normal limits.Magnetic resonance imaging (MRI) showed bilateral hypertrophied masseter and temporalis muscles. The left temporalis muscle was more hypertrophied compared to the right side. A few T2 hyperintensities were seen within the left This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.
Dropped head syndrome in brachial plexus injury: A technical note
with rapid progression of severe neck deformity. Computed tomography (CT) scan showed severe kyphotic deformity of the cervical spine, mainly at the C5-6 level with unilateral facet dislocation on the left side [ Figure 2 ]. Anterior fusion of the C5-6 bodies was also evident (arrow). MRI showed gross cervical kyphosis along with pseudomeningocele on the left side. The bulk of paraspinal muscles was also grossly reduced [ Figure 3 ]. He underwent anterior discectomy (C4-5 and C5-6) at two levels followed by deformity correction and posterior fusion from C3-T1. Surgery was uneventful and his deformity improved to a significant extent after surgery [ Figure 4 ]. He was doing well at follow-up visit at 6 months, and there is no evidence of recurrent deformity. DHS, also known as chin on chest deformity, is caused by weakness of the neck extensor muscles, leading to progressive kyphosis of the cervical spine and forward bending of the neck.
Sir, Dropped head syndrome (DHS) is defined as the forward movement of head secondary to the weakness of neck extensor muscles. It has been associated with multiple pathologies including neuromuscular disorders, [1] syringomyelia, [2] chemoradiation in cases of nasopharyngeal carcinoma, [3] cervical spondylotic myelopathy, [4] and cervical spine trauma. [5] We encountered a patient with DHS after brachial plexus injury (BPI), which has been never reported in literature till date.
A 27-year-old male patient was transferred to our hospital after a snowmobile accident. Neurological examination showed left upper limb paralysis suggestive of BPI. A magnetic resonance imaging (MRI) of the cervical spine revealed no cord injury [ Figure 1 ]. He was managed conservatively with a cervical collar and was discharged subsequently. At a 6-month follow up, cervical spine X-rays showed an initial mild kyphosis centered at the C5-6 level, and 4 months later, he presented
